



 Background to Philosophy of Gender, Medicine, and Embodiment 
 Gender has been the focus of considerable philosophical and general academic 
interest since the World War II. During the 1970s, in the wake of the intellec-
tual and political revolutions of the 1960s, both gender studies and feminist 
philosophy emerged as academic disciplines that received increasing att ention 
over the subsequent decades (Gould and Wartofsky,  1976 ; Zosuls et al.,  2011 ). 
At the same time, postwar medicine itself became the focus of increased philo-
sophical interest and scrutiny. On one side, philosophers of science, such as 
Boorse (1977, 1975) and Schaff ner (1993), att empted to understand medicine 
and its processes within a value- free scientifi c framework. Meanwhile, others 
such as Engelhardt (1996) and Munson (1981) sought to draw att ention to and 
to explain the evaluative and socially determined aspects of medicine. A philo-
sophical examination of gender and medicine, then, considers the nature of 
the conceptual relationship between them, asking questions such as: What do 
we mean by “gender?”; What is the relationship between gender and the the-
ory and practice of medicine?; Are there ways in which we might rethink our 
understanding of gender, which could help to overcome some of the diffi  culties 
surrounding gender with contemporary medicine? 
 Finally, there is the philosophical notion of embodiment, developed most 
extensively in the work of Merleau- Ponty. Phenomenology challenged conven-
tional notions of objectivity, by making the fi rst- person experience of phenom-
ena primary within epistemology. Merleau- Ponty’s (2002) particular challenge 
to objectivity stems largely from rejecting the assumption of the body as object, 
which he sees as central to Cartesian dualism. He proposes, instead, a unity of 
mind/ soul and body, so that perception and therefore cognition and knowledge 
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of the world is truly embodied, rather than being absorbed through bodily per-
ceptions that must then be discounted if we are to reach understanding: 
 [T] he psycho- physical event can no longer be conceived after the model of 
Cartesian physiology and as the juxtaposition of a process in itself and a 
 cogitatio . The union of soul and body is not an amalgamation between two 
mutually exclusive terms, subject and object, brought about by arbitrary 
decree. It is enacted at every instant in the movement of existence. (p. 102) 
 Simone de Beauvoir, most notably in  The Second Sex— published in 1949 and 
heavily infl uenced by Merleau- Ponty’s 1945  Phenomenology of Perception — took 
embodiment into the sphere of sex and gender. Like Merleau- Ponty, she argued 
that we engage with the world as embodied beings, but focused on the role of 
sex and gender within this process of engagement. 
 De Beauvoir’s (2011) work has been seen as the origin of modern feminism, 
with her observations concerning the social construction of gender, which were 
central to the emergence of the sex/ gender distinction within feminism and 
gender studies. Most famous, perhaps, is her pronouncement that “one is not 
born, but rather becomes, woman” (p. 330). De Beauvoir’s main concern is with 
the disadvantages brought upon women through the ideas of otherness associ-
ated with the female gender. However, even if her primary focus is on the social 
context of embodiment, the overall principle of phenomenological embodiment 
means that there is no fundamental separation of biology and a social under-
standing of gender within her work. Aspects of female biology, along with how 
these are regarded and treated within the world of which a woman is a part, 
are all essential to the individual’s understanding of the world and how they 
themselves are understood by others. 
 Some Central Distinctions in Gender and Medicine 
 In the late 1960s, psychologists started to diff erentiate between sex and gen-
der in order to explain the diffi  culties faced by transsexuals, whose body and 
gender characteristics were felt to be in opposition. This distinction was then 
adopted within feminism to delineate the two ways of diff erentiating between 
male and female. “Sex” was understood as referring to the natural biological 
diff erences between the sexes, such as chromosomes, hormonal profi les, inter-
nal and external sex organs. “Gender” by contrast was understood as the char-
acteristics att ributed to “masculine” and “feminine” within society, and relates 
to social role, behavioral tendencies, and identity. This distinction became 
important in trying both to explain and challenge the roles and identities att rib-
uted to women and men within society. With its suggestion that many of the 
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characteristics and roles att ributed to women within society depend far more 
upon socially constructed notions of the “feminine” than on biology, it was 
used to challenge the biological determinism underlying much of the existing 
gender bias at the time (Mikkola,  2012 ; Zosuls et al.,  2011 ). 
 While the sex/ gender distinction has been both useful and infl uential, the 
notion that there are essential diff erences between the sexes has been criticized 
from various directions. Critics of gender realism argue that there is no essential 
feature or condition that is shared by all women as opposed to men and which 
can be seen as a fundamental gender diff erence. Spelman (1988), for example, 
argues that gender varies according to its social and cultural context, while 
Butler (2006) argues that feminist notions of what constitutes the female gender 
are, like other views of the feminine, normative rather than natural. Conversely, 
thinkers, such as Mikkola ( 2006 ), contend that such problems might not be rea-
sons for rejecting gender realism tout court. 
 There have also been challenges to the notion that there are absolute and 
objective natural biological distinctions between the sexes. Jaggar ( 1983 ) and 
Fausto- Sterling ( 2005 ), for example, have both writt en extensively about how 
the social roles and expectations allocated to women infl uence their physio-
logical development and contribute to the biological diff erences that emerge 
between the sexes. 
 Even though such debates continue to rage, there is general agreement that 
broad notions of the sex/ gender distinction and what these terms convention-
ally entail are deeply entrenched and infl uential within contemporary society. 
The next stage, then, is to consider how these relate to medical theory and 
practice. In many ways, we can see the sex/ gender distinction as correlating 
with the naturalist/ normativist divide within philosophy of medicine (Carel, 
 2008 , pp. 10– 11), with sex as a “naturalist” and gender a “normativist” concept. 
Naturalist accounts of health and disease, usually associated with biomedical 
reductionism, present disease as some type of defi ciency in the normal biologi-
cal function of the body, an account fi tt ing closely with the dominant medical 
model within contemporary Western medicine. 
 Challenges to the biomedical naturalist model have come from those who 
suggest that biomedical reductionism is not suffi  cient to account for our con-
temporary notions of health and disease. Normativist approaches suggest that 
our understanding of health, disease, and medicine are suff used with values 
and, to a large extent, socially and culturally determined. At the most extreme 
end, perhaps, were the bastions of postwar antipsychiatry, such as Szasz ( 1991 , 
 2010 ), who saw “mental illness” as a myth created by society to control socially 
unacceptable patt erns of behavior, rather than arising from any biochemical 
brain dysfunction. 
 Yet, normativist principles can also be seen as important within contempo-
rary debate surrounding what seem, at fi rst glance, to be purely biomedical 
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criteria. Recent controversies surrounding treatment and prophylactic mainte-
nance strategies for high cholesterol, for example, point to the way in which a 
diagnosis of high cholesterol and prescription of statins has become something 
of a social phenomenon. They are often prescribed by doctors as an easier alter-
native to lifestyle change, even though emerging evidence suggests that this 
strategy would have greater effi  cacy and less adverse eff ects in the fi ght against 
heart disease. Critics suggest that the science of cholesterol management and 
pharmacology has resulted from a change in approach to patient care among 
clinicians, rather than stemming primarily from biomedical data and evidence 
(Ornish,  2002 ; Sinatra et al.,  2014 ). Similarly, criticisms of the widely used body 
mass index (BMI) as the measure for obesity protest that such a measure is arbi-
trary, takes no account of body composition, and that, when other measures 
are used, there may be, for example, signifi cant changes in statistics relating to 
ethnicity and obesity (Ahima and Lazar,  2013 ; Cawley and Burkhauser,  2006 ). 
As we can see, there are arguments for questioning the “natural” status of even 
the most seemingly biomedical of criteria. Within philosophy of medicine, as 
with gender, the dominance of underlying assumptions based on naturalist/ 
normativist distinctions is recognized, but also widely challenged (Hamilton, 
 2010 ; Kingma,  2007 ). 
 Phenomenological approaches to medicine have also questioned both the 
normativist and naturalist positions by applying aspects of phenomenological 
philosophy to medicine. Most infl uential aspects are taken to be the importance 
of the fi rst- person subjective experience of illness for medical understanding, 
the need to rethink theoretical assumptions, and, of particular relevance here, 
the concept of embodiment as central to understanding the human experience 
of illness and breaking down the distinctions such as subjectivity/ objectivity, 
body/ mind, and naturalism/ normativism (Carel,  2008 ; Gergel,  2012 ). 
 Medical Diagnosis and Gender Stereotypes— Over- , Under- , 
or Misdiagnosis? 
 Dominant Stereotypes of the Female Gender 
 Historically, the female gender has been associated with physical and psycho-
logical weakness and defi ciency. Aristotle portrayed women as morally and 
intellectually weaker than men: “a man would be thought cowardly if his cour-
age were only the same as a courageous woman” ( Politics 1277b); “the slave is 
wholly lacking the deliberative element; the female has it but it lacks authority” 
( Politics 1260a). Tragic heroines such as Electra are left to waste away in exces-
sive outpourings of emotion, impotent to act without a male champion. While 
Plato’s acceptance of women as fi t to occupy all social roles within his ideal 
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republic may seem progressive, Plato’s Socrates still chastises the lamenta-
tions of his male companions at his impending death, saying that concern over 
such “absurd behaviour” was the reason why he sent the women away (117d). 
Female characters who defy such stereotypes are portrayed as male, while 
physical and, in particular, emotional weakness in men are labeled as female 
qualities. Finally, Seneca writes that, should he become ill, he will choose to do 
“nothing immoderately, nothing eff eminately” ( Lett ers 64.1). 
 Works such as de Beauvoir’s  The Second Sex trace the ways in which women 
have been defi ned as man’s weaker counterpart throughout history, until the 
twentieth century. Micale ( 2009 , p. 178) summarizes the views of the Austrian 
philosopher Weininger, at the end of nineteenth century: “there are ‘laws’ of 
masculinity and femininity, just as there are laws of physics, and these establish 
unmistakably the inferiority and insignifi cance of women.” The infl uence of 
such gender norms and realism are clearly seen in the development of notions 
of psychiatric disorder. Hysteria, for example, was considered an exclusively 
female disease until Charcot and Freud (Tasca et al.,  2012 ). Even then, diseases 
such as “male hysteria” and “shell- shock” were gendered and seen as manifes-
tations of weakness and eff eminacy (Micale,  2009 , p. 162ff .). 
 Gender Stereotyping and Psychiatric Diagnosis 
 Even today, the infl uence of such gender stereotypes may well be felt in the 
gender disparity of certain psychiatric diagnoses, in ways which may be detri-
mental to both male and female patients for diff erent reasons. According to the 
World Health Organization (WHO), unipolar depression is twice as common 
in women as in men, while alcohol dependence is more than twice as common 
in men than in women and men are three times more likely than women to be 
diagnosed with antisocial personality disorder. A recent WHO (2015) report on 
“Gender disparities in mental health” discusses how research reveals that gen-
der bias and stereotyping in the treatment of female patients has been recorded 
since the 1970s and that women with similar symptoms to men are more likely 
to be diagnosed with depression than men and, once diagnosed, to be treated 
with psychotropic medication. 
 Moreover, women are more likely to seek help and disclose mental health 
problems to a primary care physician, while men are the principal users of spe-
cialist services and inpatient treatment. It seems that disparities in diagnosis 
and treatment may well be related to gender- based expectations: 
 This suggests that gender based expectations regarding proneness to 
emotional problems in women and proneness to alcohol problems in men, 
as well as a reluctance in men to disclose symptoms of depression, reinforce 
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social stigma and constrain help seeking along stereotypical lines. (WHO, 
 2015 , pp. 8– 9) 
 It seems that men may still be pressurized by gender expectations not to seek 
help until a mood disorder has emerged, to self- medicate through substance 
abuse, or to give expression to their problems through antisocial behavior. 
 For women, however, a diagnosis of depression or anxiety appears to be 
given all too easily, at a threshold where such symptoms would not be given 
the same diagnosis in a male counterpart. This may then result in physical 
disorders being missed. A commonly discussed example is the misdiagnosis 
of hyperthyroidism and hypothyroidism in women as psychiatric disorders. 
Klonoff  and Landrine ( 1996 ) have writt en a guide for clinicians, detailing par-
ticular physical health problems that are likely to be misdiagnosed as psychiat-
ric conditions. They maintain throughout that such a guide is necessary, since 
clinicians are led by gender- stereotyping to diagnose mood disorders where 
another medical explanation is correct. On the dangers of misdiagnosing thy-
roid disorders, Klonoff  and Landrine write: 
 Once misdiagnosed, these patients are then often treated with all “the right” 
pharmacological and psychotherapeutic interventions for a psychiatric 
disorder that the patients do not have. The patients therefore show no 
improvement in treatment, and that often leads to increasing the treatment. 
This aggressive treatment, as well as the failure to treat the disorder the 
patient actually has, then elicits additional symptoms and leads to patient 
deterioration or death. This unfortunate sequence of events is the logical 
and frequent outcome of assuming that depressed and anxious women 
necessarily have psychiatric disorders . . . this sequence is prototypical of 
responses to a diversity of other physical disorders. (pp. 18– 19) 
 The phenomenon known as diagnostic overshadowing, in which a diagnosis of 
mental disorder leads to physical disorders being wrongly diagnosed as psy-
chogenic (Jones et al.,  2008 ; Nash, 2013), may well also be more common among 
women than men (Wilcox,  1992 ). 
 It seems that physical disorders are being missed or diagnosed as psychiatric 
because undue att ention is paid to stress, as compared to men. A stressed or 
emotional woman is simply viewed as fulfi lling their gender norm; an excep-
tionally stressed or emotional woman is fulfi lling the more extreme version of 
a gender norm, which manifests itself as some form of mental disorder. At such 
times, it appears that gender stereotyping or even gender realism, which makes 
a fundamental connection between woman and excessive emotion or inability 
to cope, may be operating within a medical context. Illnesses may, eff ectively, 
be misdiagnosed because socially constructed beliefs about gender are taken as 
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essential elements of normal function of the female sex, rather than extraneous 
social stereotypes, and symptoms are then understood within this framework 
(Munch,  2004 ). 
 Gender- based Disparities in Physical Healthcare 
 It appears that such problems are not restricted to mental or endocrine dis-
orders, but may infi ltrate into other areas of physical medicine, where there 
might at fi rst seem to be litt le room for such confusion. For example, it has 
been widely reported that heart disease is misdiagnosed or underdiagnosed 
in women, as compared to men. Women are diagnosed later in the course of 
the illness and, consequently, there is increased mortality (Rogers,  2004 , p. 56). 
Bess (1995, p. 41) described the growing evidence of gender disparities in heart 
disease treatment in the United States, suggesting that it was evident at every 
stage of the illness, to the point where “gender bias may result in delayed or 
inaccurate diagnosis, unequal medical interventions, and higher mortality for 
women who undergo invasive cardiac and surgical procedures.” This phenom-
enon appears widespread. A 2002 Spanish study concluded that women receive 
treatment at a more advanced stage of heart disease than men, which may be 
att ributed to “gender diff erences occurring in any (or all) phases of the disease 
process” (Aguilar et al.,  2002 , p. 557). A 2009 Italian study concludes that, in 
the early twenty- fi rst century, “Italian women remain less likely than men to 
undergo surgical procedures for coronary artery disease,” and this is consistent 
with the situation in the “US, UK and elsewhere.” The Italian study shows that 
the “disparity persists even after taking account of diff erences in severity of ill-
ness” (Nante et al.,  2009 , p. 204). 
 For heart disease, it appears that women are still less likely than men to 
receive treatment or receive treatment later, even when there symptoms are of 
equivalent severity (Nante et al.,  2009 , p. 204). Numerous studies reveal treat-
ment disparity elsewhere (Brezinka,  1995 ; Chang et al.,  2007 ; Hochleitner,  2000 ; 
Hsich  et al.,  2014 ; Jibran et al.,  2010 ; Kobashigawa,  2014 ; Regitz - Zagrosek and 
Seeland,  2012 , p. 10; Zhang et al.,  2013 ). In a recent survey of “sex and gen-
der diff erences in clinical medicine,” it is even noted that “undertreatment of 
women is most pronounced by male physicians” in the cardiovascular fi eld, 
diabetes, and gynecology (Regitz - Zagrosek and Seeland,  2012 , p. 16). 
 A variety of reasons are suggested for treatment disparity, and there are 
widespread calls for further research (Aguilar et al.,  2002 ; Chang et al.,  2007 ; 
Chiaramonte and Friend,  2006 ; Nante et al.,  2009 ). The possibility that some of 
these disparities can be explained by a male bias within research, which fails 
to account for biomedical particularities of pathology and treatment of illness 
within women, is considered later. However, there have also been suggestions 
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that gender stereotyping may well be a signifi cant factor in generating gaps 
within diagnosis and treatment. How, then, might gender stereotypes infl uence 
diagnosis and treatment? And, are the infl uential stereotypes within this con-
text consistent with general stereotyping of women in medicine and elsewhere? 
 A 2006 US study reveals interesting results, showing that both medical stu-
dents and residents underdiagnosed heart disease in women compared to men, 
even when they had the same illness profi les, but only when the illness pre-
sented in the context of stress. This challenges the commonly held belief that 
men are more likely to receive the diagnosis because of the perception of heart 
disease as a male condition. Moreover, this was true regardless of study par-
ticipants’ own gender or att itude toward women. The 2006 study further devel-
oped the results that emerged from a 1998 study, revealing that “high- stress 
women consistently received lower cardiac att ributions” and argues that “the 
main issue in the misdiagnosis of women is not the perceived incidence or prev-
alence of CHD as in the heuristic or stereotype model but the centrality given to 
women’s stress and psychological symptoms” (Chiaramonte and Friend,  2006 , 
p. 256). For men, by contrast, “stress symptoms may in fact be viewed as addi-
tional information (e.g. risk factor) and may augment and affi  rm, rather than 
detract from, the cardiac evaluation” (p. 257). The authors warn against draw-
ing oversimplifi ed or overly signifi cant conclusions from their study and point 
to an urgent need for further research. Nevertheless, the results are striking and 
suggest a clinical tendency to perceive stress in men as more unusual and more 
likely to have an underlying physical cause than in women. 
 Gender disparities occur not only with heart disease, but also, for exam-
ple, in stroke diagnosis, where it seems that early stroke symptoms are more 
likely to be missed among women (Newman- Toker et al.,  2014 ; Smith et al., 
 2005 ) or in Parkinson’s Disease (Saunders- Pullman et al.,  2011 ). By contrast, 
fi bromyalgia, a chronic pain disorder, with no obvious biomedical cause, is far 
more often diagnosed in women. It has been suggested that the prevalence of 
fi bromyalgia diagnosis among women stems more from gender bias than from 
genuine biomedical phenomena (Katz  et al.,  2008 , p. 152). A fi rst study examin-
ing physician perspective in relation to the condition suggests that physicians 
will diagnose fi bromyalgia more readily in women than in men and will seek 
additional physical explanations for symptoms when presented by men (Katz  
et al.,  2010 ). 
 Some Conclusions on Gender and Diagnosis 
 Research reveals that particular conditions are diagnosed and treated more or 
less readily in males and females, even when there may be similar symptoms. 
While there is widespread consensus as to the need for further research into 
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these gender divisions and possible biases, some preliminary conclusions can 
perhaps be drawn. It seems that certain beliefs about male and female charac-
teristics and behaviors are playing a part in medical diagnosis and treatment, 
with potentially severe eff ects. For example, a view of women as more prone to 
emotional distress and less able to deal with pain may lead to overdiagnosis of 
mood disorders and apparently psychogenic conditions such as fi bromyalgia, 
along with late or underdiagnosis of thyroid disorders or cardiovascular dis-
eases, when the role of mental disorder or stress in the production of symptoms 
is overestimated, as compared to among men. Conversely, men may feel the 
pressure not to seek help and, consequently, not receive timely or appropriate 
treatment for psychological problems. It has also been suggested that the lower 
value placed on women by either themselves or others, as well as the pressure 
to perform a “caring” role may also lead to women’s health problems being 
overlooked. 
 In view of all this, there appears to be suffi  cient evidence to suggest that 
deeply entrenched gender stereotypes are being taken as indicative of sub-
stantive diff erences between the sexes, and that this is still aff ecting medical 
diagnosis and treatment within contemporary medicine. Further research 
into gender discrepancies within medicine should explore the signifi cance 
of such att itudes. 
 The Male Sex as Norm— Overdiagnosis and Exclusion 
of Female Biology 
 When it comes to biological diff erences between the sexes, often classifi ed as 
“sex” rather than “gender” diff erences, one might imagine that the situation 
is more objective and less open to normative biases. Here, however, a diff er-
ent patt ern seems to emerge. While physiological diff erences between the sexes 
may largely be a matt er of natural biology, the normative evaluation and treat-
ment of such diff erences seems laden with gender- based values. 
 Laqueur’s (1992) “one- sex theory” account of the history of biological sex 
suggests that, from the Greeks to the Enlightenment, it was widely believed that 
there was only one sex and that women’s sexual organs were an inverted ver-
sion of men’s. During the eighteenth century the model changed. While it was 
then accepted that there were distinct biological diff erences between the sexes, 
socially constructed gender diff erences and health diff erences rooted in socio-
cultural diff erences were then frequently att ributed to “female reproductive 
anomalies” (Hammarström et al.,  2014 , p. 185). As de Beauvoir wrote in 1949, 
the female has, throughout history, been viewed as the “other,” in relation to 
the male norm, and the dominance of such ideas still appears to manifest itself 
within medicine. I explore two diff erent consequences of such dominance: fi rst, 
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the way in which normal biological phenomena exclusive to women, such as 
reproductive stages, are interpreted in terms of pathology and abnormality; 
second, the way in which male health and biology appear to be taken as the 
norms within evidence- based medicine (EBM), leading to the exclusion or dep-
rioritization of women within research. 
 The Medicalization of the Female Life- stages 
 As women’s societal roles within the developed world have become progres-
sively less restricted by gender expectations, and female reproduction has 
become less of an impediment to gender equality, it appears that female bio-
logical life- stages have become increasingly medicalized. While much of this 
can be att ributed to the availability of medical procedures that have led to a 
striking decrease in risk to mother and child through pregnancy and childbirth, 
for example, there is also an increasing focus on how excessive medicalization 
of such life- stages can in itself lead to problems for women. 
 Pregnancy and childbirth have come to be seen as a departure from a 
healthy norm. Mullin (2005, p. 54), for example, says that medicalized preg-
nancy “involves interpreting pregnancy itself as a disruption to health that 
necessarily requires expert medical intervention, and thinking of pregnancy as 
primarily about health and illness.” Ironically, at the same time, medical expla-
nations are increasingly sought for infertility, regarded as abnormal dysfunc-
tion of female biology (Greil and McQuillan,  2010 , p. 138), so that it appears 
that both pregnancy and its absence are viewed as, in some way, biomedically 
dysfunctional. 
 While the advancement of obstetrics and bett er awareness of what sub-
stances or behaviors may be harmful to an unborn child have been enormously 
benefi cial for pregnant women and fetuses, overmedicalization can be seen to 
engender excessive medical interventions or overly restrictive health recom-
mendations in the absence of proper evidence. Certain practices, such as an 
increase in surgical births and episiotomy, have generated signifi cant contro-
versy (Demontis et al.,  2011 ; Hartmann et al.,  2005 ; Pietras and Taiwo,  2012 ). 
 Interestingly, overmedicalization of childbirth, in the absence of good evi-
dence, may lead to converse, but deleterious, consequences. Feminist opposi-
tion to the medicalization of pregnancy may lead women to false expectations 
of childbirth and to underestimate legitimate dangers (Crossley,  2007 ). At the 
same time, signifi cant diffi  culties arise from women requesting Caesarean 
rather than “natural” births, when there is no legitimate medical indication for 
such an intervention (Demontis et al.,  2011 ; Kalish et al.,  2008 ). Women may 
be exposing themselves and their babies to unnecessary risks, either through 
embracing an unsuitable medical model of a normal birthing situation or 
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through rejecting the potential medical diffi  culties of an abnormal or a danger-
ous birthing situation, in an att empt to refuse what they perceive as the over-
medicalization of women. 
 The situation during pregnancy is also complicated once a medical model of 
pregnancy is embraced. The notion of pregnancy as a high- risk health condition 
and the consequences of such a notion has received a great deal of critical att en-
tion, and there is a vast literature, both academic and popular, on this topic. 
Some of the most interesting analyses can be found in the work of Anne Lyerly. 
In her powerful coauthored 2009 report on “risk and the pregnant body,” 
she identifi es a number of key distortions that inform our risk- based percep-
tions and management of pregnancy. She describes medical intervention dur-
ing pregnancy and birth as “Janus- faced,” insofar as there is disproportionate 
att ention given to any possible fetal risk of intervention compared to maternal 
risk of nonintervention, while the management of birth tends toward medical 
intervention, regardless of the potential burdens to mother and fetus which 
such interventions might incur. Outside of the clinical context, she argues that 
there is a “bett er safe than sorry,” rather than evidence- based, att itude to life-
style choices, such as diet and exercise. She suggests that medicalization and 
medical advice in this context may well stem more from gender- based ideas 
about “purity in pregnancy and control in birth,” as well as “moral standards 
of sacrifi ce applied to mothers” (p. 3ff .). 
 For both Lyerly and many others, it seems that gender stereotypes associ-
ated with “ideal motherhood” or “female sacrifi ce” play a role within medi-
cal proscription of ordinary practices during pregnancy and the pregnant or 
breastfeeding woman’s avoidance of legitimately prescribed medical treatment 
due to fears for the baby (McDonald et al.,  2011 ). The medicalization of preg-
nancy and pregnant women leads to further concerns about erosion of female 
autonomy and equality, once matt ers of legal responsibility for choices that 
might aff ect the fetus are brought into consideration (Gonen,  1994 ). Some exam-
ples include “fetal protection” policies, which bar women of childbearing age 
from certain types of occupation (Gonen,  1994 ; Kenney,  1993 ), or prosecution 
of women for practices that may represent risk to the fetus. As Capron (1998, 
p. 33) argues, it would be diffi  cult to limit the type of actions that could be 
prosecuted as “child endangerment” if such prosecutions were accepted: “fail-
ure to follow such advice [i.e. re drinking], or medical advice either to take or 
to refrain from taking prescription drugs or following other medical regimes, 
could thus lay the basis for a child endangerment prosecution if shown to have 
led to serious harm to a child.” 
 Similar concerns have been raised over the potentially deleterious conse-
quences of blanket medicalization of other female life stages, such as meno-
pause or menstruation (Kaufert and Lock,  1997 ; Mackey,  2007 ; Meyer,  2001 ). 
“Women’s health becomes dominated by ‘reproductive biology.’ Not only does 
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this lead to excessive medicalization of reproductive biology, but may also lead 
to other aspects of women’s health being overlooked” (Rogers,  2004 , p. 55). 
 While medical advances in fi elds such as obstetrics may have made signifi -
cant improvements to the health of mothers, babies, and women in general, 
it seems clear that there are dangers when legitimate medical problems and 
treatments concerning female life- stages give rise to their blanket medicaliza-
tion. Medicalization of female reproductive phenomena may be another way 
of imposing “otherness” on the female sex, so with the ordinary aspects of 
female sexual biology rendered “abnormal” or “alien” through the process of 
pathologization. There seems to be a growing need for medicine to diff erentiate 
between ordinary female biological changes, which are part of ordinary human 
function, even if distinct from male biology, and legitimate cases of medical 
dysfunction in relation to such changes, which warrant medical intervention. 
 The Male Norm within Evidence- based Medicine 
 With the development of EBM, an increasing level of att ention has been given 
to the way in which women are excluded or deprioritized within research at 
all stages (Goldenberg,  2006 ; Kim et al.,  2010 ; Zucker and Beery,  2010 ). Rogers 
(2004, p. 60) writes: 
 The gender bias amongst participants in clinical trials is well known. Women 
have been excluded from research for many years, for a variety of reasons 
including the alleged need for homogenous populations, the fear of harms to 
pregnant women, the cost of including women, and the purported diffi  culty 
of recruiting women. 
 While the exclusion of women from randomized controlled trials (RCTs) is 
often explained, for example, in terms of the risks of research for women of 
childbearing age, such reasons are insuffi  cient to account for or to justify the 
lack of focus on women within EBM and the potential disadvantages this brings 
to women. While many of the arguments focus on the dangers of a research 
participant being or becoming pregnant, it is increasingly argued that even 
this is problematic for a number of reasons, such as the need to fi nd eff ective 
treatment of pregnant women (Lyerly et al.,  2008 ). While international ethical 
guidelines stipulate that pregnant women are eligible for participation in bio-
medical research, they are excluded, even though information surrounding safe 
and eff ective treatments cannot simply be extrapolated from “data on men and 
non- pregnant women.” “This is ethically and medically unacceptable,” accord-
ing to Baylis (2010, p. 689), “for two reasons: pregnant women get sick and sick 
women get pregnant. Patients who happen to be pregnant are as entitled as 
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anyone else to safe and eff ective treatments, yet they are denied this and will be 
for as long as pregnant women are excluded from clinical studies.” 
 As Rogers (2004) points out, EBM can confer certain advantages on women, 
such as providing evidence of the dangers of overuse of episiotomy or a lack 
of evidence for fetal monitoring benefi ts. Nevertheless, EBM is seen as the 
gold- standard of current medical practice, creating the most statistically sig-
nifi cant, objective, and generalizable research, despite the underrepresentation 
of women. Even phenomena such as the exclusion of the elderly from clinical 
trials could be seen to “further gender bias,” insofar as women “form a greater 
proportion of the elderly population” (p. 62). Moreover, gender data are not 
routinely included within research, making it diffi  cult to gather information 
about gender bias (Holdcroft,  2007 ; Rogers,  2004 ). 
 If, as suggested earlier, the biological male is viewed as the norm within clin-
ical medicine, we can see how such exclusion or deemphasis of women might 
occur. Within this framework, it is likely that disease will be seen as the dys-
function of male biology. While ordinary aspects of female biology may then 
be pathologized, the primary model of disease itself will be male- orientated. 
Female particularities may well then come to be seen either as confounders 
within research, which distort a male- based understanding of how a medical 
intervention works, or as irrelevant, since there is an assumption that the male 
norm is straightforwardly generalizable to the female population in the most 
important respects. Rogers and Ballantyne (2008, p. 43) comment on the jus-
tifi cations given for excluding females from research: “The combination of 
these arguments demonstrates the traditional and paradoxical assumption that 
female hormones and other biological processes interfere with research to a 
suffi  cient degree to justify the exclusion of women, and yet males and females 
are homogeneous enough that research results from male studies can be gener-
alized to women.” 
 Strangely enough, we might even see this as suggesting a return to a “one- 
sex” type- model, in which there is one sex, typifi ed by men, and shared by 
women. Female- specifi c diff erences are then interpreted either as irrelevant or 
as distortions of the male model, which will confuse scientifi c accounts. 
 Support for the idea of a dominant biological male norm within medi-
cine can be found by considering examples of gender bias within EBM. Most 
well documented, perhaps, is the bias toward selection of male research par-
ticipants. Despite regulations in a number of countries mandating inclusion 
of female participants, women continue to be underrepresented (Raz and 
Miller,  2012 ; Regitz - Zagrosek and Seeland,  2012 ). At the same time, as Raz 
and Miller (2012, p. 131) point out: “Around the globe, failure to understand 
and study female biology in medicine has resulted in higher mortality and 
co- morbidities in women.” Sociocultural factors may also contribute, such 
as the underrepresentation of women among those sett ing research agendas, 
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greater poverty, and lower social standing of women (Goldenberg,  2006 ; 
Holdcroft,  2007 ; Rogers,  2004 ). The problems lie not simply with participant 
selection, but also within failure to include or analyze gender data within 
research (Kim et al.,  2010 ). 
 As we have seen an apparent gender bias within research appears to stem 
from some of the following assumptions: 
 • Medical interventions that work for men will work equally well or in the 
same way for women. 
 • Gender- based diff erences in symptoms and treatment are not signifi cant 
elements within understanding health conditions and, thus, gender- based 
studies and gender data in research results are not a necessary element of 
good research practice. 
 • The need to protect pregnant women or even women of childbearing 
age from the risk of medical intervention is of primary importance, 
even when outweighed by factors such as the greater risk presented 
by lack of research on this group or the role of and the actual degree 
of risk from the trial and female rights and responsibility in ensuring 
that pregnancy is avoided during a trial in which a woman chooses to 
take part. 
 • The scientifi c validity of research agenda is unaff ected by disproportion-
ate representation of one gender among determining such agenda. 
 The notion that gender biases may play a role in the diagnosis and treatment 
of heart disease has already been discussed earlier. The context of research into 
heart disease also provides a useful example of where an overreliance on male 
biology can lead to gender- based problems within EBM, which appear to refl ect 
some of the problematic assumptions laid out earlier. 
 A number of researchers have questioned the notion that male- based research 
is suffi  cient for understanding how women are aff ected by heart disease and 
point out the signifi cantly higher representation of male participants or all- 
male studies within heart- disease research (Leuzzi et al.,  2010 ; Regitz - Zagrosek 
and Seeland,  2012 ; Rogers and Ballantyne,  2008 ). For example, one 2012 paper 
discusses how women are underrepresented in RCTs for heart failure and notes 
that “although the population estimate among patients with Heart Failure in 
the United States is about 50%, only 17% to 23% of HF randomized controlled 
trials enrolled women” (Shin et al.,  2012 , p. 172). It goes on to suggest that more 
women need to be included in order bett er to identify and understand “sex- 
specifi c diff erences.” Moreover, male bias appears to pervade every stage of 
the research process and even in the fi rst stage of trials, “most research is done 
in male animals,” despite the fact that “signifi cant diff erences exist in the out-
comes of male and female mice in models of myocardial infarction, pressure 
9781474233002_txt.indd   240 8/10/2016   8:27:42 PM
Gender Medicine and Phenomenological Embodiment
241
241
overload and genetic cardiomyopathies that are often not even considered by 
the researchers” (Regitz - Zagrosek and Seeland,  2012 , p. 15). 
 Despite the widely acknowledged diff erences between how men and women 
are aff ected by heart disease, there is a lack of gender- specifi c research and 
research that provides gender data or analysis by gender (Rogers,  2004 , p. 57; 
Shin et al.,  2012 ). A male “norm” still appears to dominate. A 2010 article in 
 Nature , for example, charges that diff erences between female and male experi-
ence of cardiovascular disease are “particularly acute.” Nevertheless, typical 
early symptoms for women are “considered to be atypical because diagnostic 
standards were mainly established from research on men,” while some of the 
diagnostic tests are also eff ective at detection in women (Kim et al.,  2010 , p. 688). 
As is the case more generally in medicine, heart disease within pregnancy or, as 
relating to other aspects of women’s reproductive health, is underresearched. 
A clear lack of research into treatment and mechanisms of “pregnancy- related 
cardiovascular and metabolic and other diseases” has been identifi ed, and 
there is also a need for research that acknowledges menopause- specifi c factors 
(Regitz - Zagrosek and Seeland,  2012 ; Shin et al.,  2012 ). 
 Although it is accepted that further research is needed, it has been suggested 
that the proportionately greater representation of men among those who are 
infl uential in determining research agendas may be one factor that leads to a 
greater focus on male health than female within research (Rogers,  2004 , p. 60). 
It is not simply greater male representation within the scientifi c community 
that might lead to such problems, but also the EBM model itself. As Rogers, for 
example, has pointed out, EBM is “by and large located within a biomedical 
model in which identifi able causes lead to disease outcomes” and “a research 
agenda in which the immediate and identifi able causes are investigated and 
treated” (p. 68). Women globally are more likely to suff er from poverty and 
discrimination, all of which may have a major causal role in producing health 
inequalities and leading to illnesses such as heart disease (Chow and Patel, 
 2012 ). However, there is litt le room within EBM for consideration of such socio-
economic factors, which are prevalent and may have major eff ects on health, 
but remain extremely diffi  cult to measure, especially with a current EBM- type 
framework (Rogers,  2004 , p. 67ff .). 
 Questioning the Biological Sex Divide— The Intersection 
of Sex and Gender? 
 It appears that many of the current problems and imbalances surrounding 
gender within medical research and treatment may stem from assumptions of 
male biology as the norm. Both within medical research in general and more 
specifi c contexts, such as heart disease, there are widespread calls for research 
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that specifi cally targets gender- based diff erences in symptoms, presentation, 
and for treatment, which includes consideration of sociocultural factors. In 
addition, when it comes to reproductive biology, there is a general tendency 
to see female reproductive biology as a deviation from a healthy norm, lead-
ing to excessive general medicalization of pregnancy for example. Ironically, 
this appears to have the consequence that actual medical dysfunction within 
reproduction is inadequately provided for within healthcare and, particularly, 
within research. Here, it appears that a medicalization of pregnancy has led to 
exclusion of pregnant or potentially pregnant women from research, insofar as 
they are viewed as either an “at- risk” population or a population whose bio-
logical abnormalities may skew research fi ndings. 
 If we stick to the conventional sex/ gender divide, such phenomenon may 
seem hard to explain. Female biological diff erences are simply biomedical facts 
and research protocols such as EBM should therefore be more than adequate 
for taking such diff erences into account. However, medical data and phenom-
ena do not exist in some type of biomedical vacuum. Sociocultural factors are 
inextricably tied to factors such as concepts of health and disease, selection of 
data, and research agenda; and it is here that we can see the limitations of a 
sex/ gender distinction. While certain aspects of male and female biology may 
be biomedical “facts” or objective phenomena, how we, as humans, approach 
such biological phenomena is rooted in sociocultural context, att itudes, and the 
construction of norms. 
 Phenomenological Embodiment— A Way Forward 
 The Problems of the Sex/ gender Distinction, in 
Theory and in Practice 
 The sex/ gender distinction suggests that, as well as gender diff erences based 
on social and cultural att itudes and construction, there are also objective physi-
ological diff erences between men and women. It is these latt er sex- based dif-
ferences that are assumed to be of relevance to medicine, rooted as it is in the 
scientifi c and objective analysis of medical symptoms and data. 
 Nevertheless, the limitations of the sex/ gender distinction, as identifi ed 
within a more general context, seem more relevant to medicine that one might 
at fi rst suppose. Even within our basic concepts of health and illness, it is unde-
niable that normative factors play an important role in terms of determining 
which symptoms and phenomena are to be deemed healthy or unhealthy. It 
appears that sex- based diff erences are no exception. On the one hand, certain 
characteristics associated with a particular gender are invested with a level of 
realism, which means that they infl uence medical diagnosis. Meanwhile, the 
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dominance of the male model within society means that male biological phe-
nomena are understood as the “real” biological norm. 
 We seem to have a situation where the dominant biomedical model rests on 
the supposition that it concerns itself with the natural and objective biological 
realities of medical data, including sex- based diff erences. However, there is a 
failure to recognize that clinicians, researcher, and patients are situated within 
a sociocultural context, which is bound up with its own gender- based assump-
tions even at the level of determining what constitutes biological realities. 
 Phenomenology, Gender, and Embodiment 
 It appears that the sex/ gender distinction is subject to the same limitations 
within the medical context as elsewhere, and that there is need for a model 
that can transcend the problems engendered by this distinction. The diff er-
ence between sex and gender rests on a distinction between objective biological 
“facts” and subjective socioculturally determined att itudes. Within philosophy 
of medicine, one infl uential way of challenging this subjective/ objective, per-
ceptual/ biological distinction is to adopt a phenomenological approach. 
 Phenomenology gives epistemological primacy to fi rst- hand experience of 
phenomena. Between us, and through a process of intersubjectivity, we arrive 
at collective accounts. However, these are always mediated through our own 
fi rst- hand experience and the notion that some att ainable and essential reality 
beyond such experience is rejected. In as much as one can generalize about 
phenomenology, the phenomenological project is one of trying to come as 
close as one can to the raw personal experience of phenomena and to free one-
self from the theoretical standpoints, which have become entrenched within 
us and which we use to fi lter our experiences (Gergel,  2012 ). Nevertheless, as 
Heidegger wrote, we are inextricably situated within our own temporal and cul-
tural contexts, and our experiences will be fi ltered through such contexts. This 
was then taken further by Merleau- Ponty, who saw experience as “embodied” 
and rejected the notion that we have some purely mental level of contemplation 
or experience. Not only is our experience of phenomena enmeshed in our socio-
cultural context, this experience is also enmeshed within our physical body. 
 Although the potential value of embodiment is a way of approaching gender 
issues within medicine, it has been argued that phenomenological approaches 
to embodiment are distinct from other approaches and lack the gender and 
social– structural dimensions found elsewhere (Hammarström et al.,  2014 ). It 
may be true that Merlau- Ponty himself was not directly engaged with gender- 
specifi c issues and focused more heavily on breaking down the internal mind/ 
body divide, rather than its social situatedness. However, Merleau- Ponty’s 
individual is seen as fi rmly embedded within their sociocultural context and 
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the space for gender considerations within the framework he suggests are 
clearly evidenced by the subsequent thinkers who concentrate more directly 
on such matt ers. 
 For de  Beauvoir, embodiment and the integral connection between mind, 
body, and social context was a way of achieving a fuller explanation of the dis-
advantages women have experienced through the ages. For her successors, the 
phenomena of embodiment was not only a way of understanding such disad-
vantages, but also challenging the dominance of the male model in a way that 
incorporated all elements of female experience (Mikkola,  2012 ). 
 However, rather than seeing gendered embodiment as necessarily entailing 
positive or negative consequences in itself, we might productively view it here 
as a notion with a strong explanatory value when considering issues of sex and 
gender within medicine. Rather than trying to deal with the seemingly intrac-
table problems of att empting to explain medical phenomena either in terms 
of detached sex- based biological data or purely gender- based phenomena, the 
notion of embodiment suggests that such distinctions are based on a fl awed 
separation of mind and body and of person from environment. 
 The complexity of understanding the role that gender diff erences play, for 
example, in heart disease leads to a number of questions. Do women present 
with diff erent symptoms from men, or is it just the case that the same symptoms 
are judged diff erently? Are women’s judgments concerning the abnormality 
of their own physiological experiences more readily questioned than men’s? 
If female symptomatology is diff erent, is this because of internal biological 
phenomena, or is this due to the external infl uence of gender- based models of 
behavior? If heart disease is underresearched in women, is this due to women’s 
att itude to research participation, men’s att itude to the importance of female 
inclusion or male bias in sett ing a more male- orientated research agenda? Do 
male and female diff erences in pathology of heart disease and receptivity to 
treatment or diagnostic tests mean that more emphasis should be given to 
gender- specifi c or gender- sensitive research? 
 Phenomenological embodiment suggests that such questions are interre-
lated. If we are truly to understand male/ female diff erences in relation to health 
problems, such as heart disease, embodiment would allow us not only to see 
the relevance of all these questions, but also to provide a basis for their interre-
lation, which might give a more comprehensive explanation of the phenomena. 
If we can develop some type of embodiment- based framework for exploring 
medical phenomena, might this help us reach a clearer understanding of the 
essential interrelationship of all elements, both internal and external, bodily 
and psychological, of the experience of health and illness? It is beyond the 
scope of this chapter to develop such a framework. Nevertheless, if it is the case 
that many gender- related diffi  culties within medicine may stem from positing 
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too rigid a separation between such elements, it seems that such a framework 
may have important explanatory potential within medicine. 
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